Eastern Michigan University

DigitalCommons@EMU
Graduate Capstone Projects

Master's Theses, and Doctoral Dissertations,
and Graduate Capstone Projects

2008

African American women and hypertension: Their resources of
information, knowledge level, and health promoting behaviors
Winnie Wood

Follow this and additional works at: https://commons.emich.edu/cap
Part of the Nursing Commons

Recommended Citation
Wood, Winnie, "African American women and hypertension: Their resources of information, knowledge
level, and health promoting behaviors" (2008). Graduate Capstone Projects. 5.
https://commons.emich.edu/cap/5

This Open Access Capstone Project is brought to you for free and open access by the Master's Theses, and
Doctoral Dissertations, and Graduate Capstone Projects at DigitalCommons@EMU. It has been accepted for
inclusion in Graduate Capstone Projects by an authorized administrator of DigitalCommons@EMU. For more
information, please contact lib-ir@emich.edu.

African American Women and Hypertension: Their Resources of Information,
Knowledge Level, and Health Promoting Behaviors
by
Winnie Wood
Field Study
Submitted to the department of Nursing Education
College of Health and Human Services
Eastern Michigan University
in partial fulfillment of the requirements
for the degree of
Master of Science
in
Nursing
January 29, 2008
Ypsilanti Michigan

ii

Dedication
I want to dedicate this work in memory of my parents Mossie and Arny Wood.
Without their love and guidance I never would have made it this far.

iii

Acknowledgements
I wish to thank Dr. Wu and Dr Wilson. I greatly appreciate your expertise,
patience, encouragement, and for keeping me focused throughout this research project.
Dr Beard, thank you for your guidance and support throughout my graduate
studies. I don’t know if I would have done it without you.
Professor G. Rubenfeld, thank you for being a mentor and the many years of
encouragement to continue on with my education.
I deeply appreciate and thank all of my friends, for their patience, encouragement,
support, and understanding during this long process. We can now “play”.
I especially want to thank my preceptors, J. Duerr MS, NP, M. Kocan MSN, and
J. Grunawalt MS, APRN-BC, for all of their time, patience, expertise, and
encouragement.
A. Withers MBA, RN, thank you for your support during this process and thank
you M. Walters, MS, RN for your assistance.

iv

ABSTRACT
The purpose of this study was to describe the information resources, level of
knowledge on hypertension, and health promoting behaviors (diet and exercise) of young
African American women, and to determine whether there was a relationship between
their knowledge level and health promoting behaviors (diet and exercise). The study
sample consisted of African American women (N=31) 18 to 30 years old. Data was
collected using a demographic questionnaire, High Blood Pressure IQ Quiz, and the
Health Promoting Lifestyle Profile II. Participants reported they received majority of
their information from doctors, family, television, and schools. Participants scored an
average of 70% on the High Blood Pressure IQ Quiz. No significant positive correlation
was detected between knowledge level and health promoting behaviors diet (r = -.060)
and exercise (r =.199). The implication from this study is that further research is needed
to determine the variables affecting hypertension knowledge and health promoting
behaviors.
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CHAPTER 1
Introduction
The incidence and death rate from hypertension in the United States, is higher in African
Americans than any other race (American Heart Association, 2005). Education on hypertension
and lifestyle modifications needs to be implemented early, because the damage from
hypertension has usually occurred before it is diagnosed. There has been an increase in the
amount of research on African Americans and their knowledge level, attitudes, and perceptions
about hypertension, but more is needed to assist with improving this population’s compliance
and control. The focus of this proposal is to explore the resources of information and knowledge
level of African American women about hypertension and their health promoting behaviors.
Problem Overview
In the United States, it is estimated that over 40% of African American adults have
hypertension (American Heart Association, 2005). Hypertension and its effects, have an earlier
onset, are more severe, and occur more frequently in African Americans than in Caucasians. The
incidence rate of hypertension in African Americans in the United States is the highest in the
world. African American women are affected by hypertension more than African American
men, and the prevalence of hypertension in African American women is 3 times that of
Caucasian women (American Heart Association, 2005; Centers for Disease Control and
Prevention National Institutes of Health, 2000a).
There are two major types of hypertension: essential hypertension and secondary
hypertension. Essential hypertension is the most frequently diagnosed type and usually there is
no obvious or identifiable cause. Secondary hypertension, usually caused by a reversible factor,
is sometimes curable (Price & Wilson, 2003). Some of the causes may be kidney damage,
overactive adrenal gland, thyroid dysfunction, pregnancy related, sleep apnea, medications,
recreational drugs, alcohol, and food. In the early stages of hypertension, obvious changes to
blood vessels and organs may not be detected. Over time if left untreated, blood vessels of
kidneys, eyes, heart, and the brain are damaged. In long standing hypertension, large vessels
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become sclerosed, and lumens blocked causing decreased or occluded blood flow to tissues and
organs (Chobanian et al., 2003; Centers for Disease Control and Prevention National Institutes of
Health, 2000a; Price & Wilson, 2003).
The National High Blood Pressure Education Program Coordinating Committee, a
committee of consisting of seven federal agencies and public organizations, has updated their
guidelines for the classification and management of blood pressure for adults 18 and older. In
their report, The Seventh Report of the Joint National Committee on Prevention, Detection,
Evaluation, and Treatment of High Blood Pressure (JNC 7 report), a normal blood pressure is a
systolic pressure less than 120 millimeters of mercury (mm Hg) and a diastolic pressure less than
80 mm Hg. The stages or classifications of hypertension are prehypertension, Stage 1
hypertension, and Stage 2 hypertension. The JNC 7 report includes information on blood
pressure measurement procedures, patient evaluations, laboratory and diagnostic procedures, and
treatment guidelines for hypertension. Once diagnosed, most African Americans need at least
two hypertensive medications for treatment from the onset as compared to other races
(Chobanian et al., 2003). Early detection and treatment of hypertension is very important as it is
the leading risk factor for cardiovascular diseases and kidney failure. Research has shown that
education on lifestyle modifications, prevention, and early detection are effective in controlling if
not preventing hypertension (American Heart Association, 2003; Centers for Disease Control
and Prevention National Institutes of Health, 2000a; Chobanian et al., 2003).
Lifestyle modifications for the prevention and control of hypertension, include dietary
changes, decreasing alcohol consumption, eliminating smoking, maintaining a healthy weight,
and increasing exercise. Majority of the hypertension studies conducted have included all ages or
focused on older people in all populations (Okonofua, Cutler, Lackland, & Egan, 2005; Oliveria
et al., 2005; Svetkey et al., 2003), or included all adults in African American communities
(Carter-Edwards, Jackson, Runaldue, and Svetkey, 2002; Graham, et al., 2006; Martins et al.,
2001). All examined the level of knowledge about hypertension and lifestyle modifications. A
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very small proportion of African American women ages 18-30 were included in these studies,
yet examining this age group may provide information on the amount and type of health
promotion education needed to aid in decreasing the incidence of hypertension. Statistics show
that African American women are more likely to be obese and have a higher prevalence of
physical inactivity than Caucasian women (Centers for Disease Control and Prevention National
Institutes of Health, 2000b).
African Americans face socioeconomic and environmental barriers. The barriers
identified are access to medical treatment, stress from living in urban environments, providerpatient relationship, cultural barriers, and lack of health insurance (Bolton, Giger, and Georges,
2003; Centers for Disease Control and Prevention National Institutes of Health, 2000a;
Thanavaro, 2005). Health disparities have been identified in many races and are being addressed
nationwide by government agencies, according to the Center for Disease Control and Prevention
(CDC). The Healthy People 2010 objectives are to reduce all health disparities including barriers
to health insurance and access to primary care (Centers for Disease Control and Prevention
National Institutes of Health, 2000a). National initiatives have been implemented to improve the
quality of care and health of all Americans. National agencies are targeting programs to increase
health education and awareness and decrease the incidence and death rates of African Americans
related to heart disease, stroke, hypertension, diabetes, obesity, and kidney failure. National and
local agencies are working with healthcare systems to partner with African American
communities and provide programs in their churches, schools, and community centers.
There has been an increase in research on the knowledge level and beliefs of African
Americans on hypertension and lifestyle modifications, but more is needed. Studies by CarterEdwards et al., (2002), Graham et al., (2006), Martins et al., (2001), and Okonofua et al., (2005)
have shown that although the awareness of hypertension in general has increased, there is still a
need for culturally appropriate educational programs on what are normal or optimal blood
pressure levels, the causes of high blood pressure, and the effect of lifestyle modifications. As
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stated earlier majority of the studies focus on older adults or report the results of the group as a
whole. There is a gap in the reporting and research on young African American women and their
knowledge on hypertension and lifestyle modifications. Existing risk factors such as pregnancy,
use of birth control hormones, and increased alcohol intake are higher in this age group.
Therefore, it is important that young African American women and their knowledge of
hypertension and lifestyle modifications are studied. The results from research on this group
may provide information on the amount and type of educational programs needed to increase
health promoting activities that aid in decreasing and controlling hypertension. Education on
hypertension and lifestyle modifications should be started at an early age, especially in the
identified populations that are most at risk.
Purpose of the Study
The purpose of this research is to explore the information resources and knowledge level
of young African American Women about hypertension and their health promoting behaviors.
Research Questions
1. What are the information resources, level of knowledge about hypertension, and
health promoting behaviors (diet and exercise) of African American women aged
18-30 years in a Midwestern community setting?
2. What is the relationship between knowledge level about hypertension and health
promoting behaviors (diet and exercise) in African American women aged 18-30
years in a Midwestern community setting?
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CHAPTER 2
Literature Review
The literature review will introduce the significance of cardiovascular disease and
hypertension in African American women on the national, state, and local level, and introduce
the CDC’s Healthy People 2010 objective for hypertension. The significance of hypertension on
African Americans, its definition, and the updated guidelines for diagnosis and management will
be reviewed. Research on the importance of lifestyle modifications, healthy behavioral changes
that can aid in prevention of hypertension as well as aid in the control of it will be presented.
The literature review will conclude with a review of literature related to African American’s
knowledge level on hypertension and lifestyle modifications, the findings and areas of future
research.
The search of the literature was conducted using key words, hypertension, blood
pressure, African Americans, blacks, women, diet, exercise, perceived risk, ethnic differences,
knowledge, awareness, beliefs, cardiovascular disease, studies, lifestyle, health promotion, and
barriers. The data bases used to conduct the searches were Cumulative Index to Nursing and
Allied Health Literature (CINHAL) first search, Pub Med, and Google Scholar. Internet searches
using the same keywords were conducted on the American Heart Association, Centers for
disease Control and Prevention, and the National Heart, Lung, and Blood Institute web sites.
Cardiovascular Disease
Cardiovascular disease remains the leading cause of death in America. Cardiovascular
disease includes, stroke, coronary heart disease, hypertension, and diseases of the heart. Research
shows that approximately 71.3 million Americans have some form of cardiovascular disease. It
is the leading cause of death among African Americans (non- Hispanic Blacks) and women. In
2003, cardiovascular disease was the cause of death for 36.4% of African Americans and 53.1%
of women. The direct and indirect cost of cardiovascular disease for 2006 is estimated to be
403.1 billion dollars (American Heart Association, 2005; Centers for Disease Control and

6

Prevention National Institutes of Health, 2000a).
Statistics from the Centers for Disease Control and Prevention lists the death rates from
heart disease in the state of Michigan for women ages 35+years as 607 per 100,000 for black
women and 460 per 100,000 for white women, and in Washtenaw County black women
accounted for 619 per 100,000 and white women 476 per 100,000 (1996 -2000, the rates ageadjusted and spatially smoothed). In Washtenaw County 11% of the women are black and 85%
are white (Centers for Disease Control and Prevention, 2005). Both national and local
government agencies have objectives and programs in place to decrease cardiovascular disease
and hypertension in adults.
The CDC’s Healthy People 2010 objective for hypertension is to decrease the number of
adults with hypertension. Another objective is to also increase the proportion of adults who have
their hypertension under control by medication or lifestyle changes (Centers for Disease Control
and Prevention National Institutes of Health, 2000a). The American Heart Association, Centers
for Disease Control and Prevention, National Heart Lung and Blood Institute (NHLBI), and
other government and medical associations, have sponsored or conducted research on the causes,
treatment, and prevention of cardiovascular diseases and hypertension. A land mark study is the
Framingham Heart Study, which is still in progress, began in 1948 and has followed the
participants and their offspring over the years. The results from this study have driven research
in other health areas and have provided information on relationships between lifestyles and heart
disease. Some of the resulting research will be discussed further in this paper (Appel et al.,
1997; Sacks et al., 2001; Svetkey et al., 2003). Programs sponsored by the government and other
organizations, have been established to educate the public, and promote healthy behaviors to
decrease cardiovascular disease.
Hypertension
Based on the findings, approximately 50 to 65 million people ages 6 and older have
hypertension, which is nearly 1 in 3 adults, and in 2006, the estimated direct and indirect cost for
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high blood pressure is 63.5 billion dollars (American Heart Association, 2005). According to the
CDC and the American Heart Association, hypertension accounts for a higher incidence and
death rate in African Americans than in any other race. The prevalence in African American
women is 45.4% and men 41.8% for 2003, and the death rates were 6.5 thousand per 100,000 for
women and 5.4 thousand per 100,000 for men (American Heart Association, 2005). Although the
number of men with hypertension outnumbers women with hypertension from ages 20 to 45
years, women outnumber men from 55 to 75+ years of age across all ethnic groups. Providing
hypertension and health promotion education to younger women as a nursing intervention may
increase the adoption of proper lifestyle modifications and therefore decrease the hypertension
prevalence rate.
Definition and Types of Hypertension. According to research literature, hypertension is
sustained systolic or diastolic blood pressure greater than 139/89 mm Hg. According to the
JCN 7 report, classification of hypertension is based on the mean of two or more seated blood
pressure readings, on 2 or more consecutive office visits (American Heart Association, 2005;
Centers for Disease Control and Prevention National Institutes of Health, 2000a; Chobanian et
al., 2003). Hypertension causes the heart to work harder and increases the risk of cardiovascular
diseases, retinopathy, renal failure, and peripheral vascular disease. Essential hypertension and
secondary hypertension are the two major types of hypertension (Price & Wilson, 2003).
Other types of hypertension are malignant hypertension, isolated systolic hypertension,
white coat hypertension, and resistant hypertension. Malignant hypertension, the most rare and
severe type, is when the diastolic blood pressure is extremely high. It can rapidly lead to organ
damage and death if left untreated. Isolated systolic hypertension is when the systolic pressure is
consistently elevated and the diastolic remains normal. This type of hypertension occurs more in
elderly people, and is attributed to age related stiffening of the arteries. White coat hypertension
has been attributed to anxiety when being tested by a health professional. It is usually confirmed
by normal blood pressure readings obtained outside of the clinical area. Resistant hypertension
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is when despite the drug regime, blood pressure cannot be reduced to an acceptable range
(American Heart Association, 2005; Chobanian et al., 2003; Price & Wilson, 2003).
The 7th Report of the JNC updated their past guidelines for diagnosis, and management
of hypertension, 6th report of the JNC, to now include prehypertension. Prehypertension is a
systolic blood pressure between 120-139 mm Hg and a diastolic blood pressure between 80-89
mm Hg. Stage 1 hypertension is now a systolic blood pressure between 140-159 mm Hg and
diastolic between 90-99 mm Hg. Stage 2 hypertension is a systolic blood pressure greater than
160 mm Hg or diastolic greater than 100 mm Hg. Treatment at each stage is dependent upon
compelling indications. These include heart failure, post-myocardial infraction, diabetes, chronic
kidney disease, high coronary disease risk, or recurrent stroke prevention (Chobanian et al.,
2003).
The recommendations for prehypertension are to provide education to the patient on
adopting the low sodium Dietary Approaches to Stop Hypertension (DASH) diet, and other
lifestyle modifications. Medication treatment begins at Stage 1 hypertension using a thiazide
type diuretic for most people. The 2-drug combination, a diuretic and another antihypertensive,
usually begins with Stage 2 hypertension. If diuretics prove ineffective at Stage 1, the 2-drug
combination is implemented. This is more commonly seen with African American patients.
Although drug therapy may be used for treatment, lifestyle changes should be encouraged for
decreasing the severity and possibly the onset of hypertension (Chobanian et al., 2003).
Lifestyle Modifications
Lifestyle modifications are healthy activities that can enhance ones quality of life and aid
in the prevention of cardiovascular disease. The most effective lifestyle modifications are to quit
smoking, limit alcohol intake, reduce weight, maintain a healthy diet, and increase physical
activity. There has been a tremendous amount of research on the affects of smoking with all
types of diseases.
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Tobacco and Alcohol. Research has proven that all types of tobacco have negative
effects on the body. Smoking increases the risk of cardiovascular diseases, and is damaging to
one’s health. Nicotine constricts blood vessels which decreases blood flow and increases heart
rate and blood pressure. Limiting alcohol intake is another lifestyle modification. There still
remains conflicting research on alcohol consumption, in moderation, and its health benefits. The
majority of the research states that limiting consumption to no more than two drinks per day for
men and 1 drink per day in women is acceptable. Systolic blood pressure reductions of
2-4 mm Hg have been shown as a result of limiting alcohol consumption (Centers for Disease
Control and Prevention National Institutes of Health, 2000a; Chobanian et al., 2003).
Obesity. One of the leading lifestyle modifications for all diseases is weight reduction.
A large proportion of the U.S. population is overweight or obese. According to the CDC age
adjusted prevalence, from 1999-2002 approximately 65% of Americans were overweight and
30% were obese. The classification of overweight is a Body Mass Index (BMI) in excess of 25
and a BMI over 30.0 is considered obese (American Heart Association 2005; Centers for Disease
Control and Prevention/National Center for Health Statistics, 2004; Chobanian et al., 2003).
Research has provided strong evidence that being overweight or obese predisposes individuals to
type 2 diabetes, hypertension, high blood cholesterol, cardiovascular diseases, stroke and many
other illnesses and diseases. The current recommendations are to maintain a normal body
weight, a BMI between 18.5 and 24.9 to reduce the risk for cardiovascular and other diseases.
Weight reduction not only helps to normalize blood pressure by reducing strain on the heart, it
also lowers blood cholesterol. According to research, weight reduction of 5-10kg and
maintaining a normal BMI (under 25) can decrease systolic blood pressure 5-20 mm Hg
(American Heart Association, 2005; Chobanian et al., 2003). A well balanced diet is also
important in aiding weight reduction and preventing obesity.
Diet. Research has shown that dietary modifications have been effective in weight
reduction, preventing obesity, and aids in preventing and controlling different disease processes.
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Research on the effects of diet and nutrition on health, has demonstrated that by maintaining a
diet with ample fruits and vegetables, low in sodium, and low in fat is effective in preventing
cardiovascular disease. A land mark study, the Dietary Approaches to Stop Hypertension
(DASH) trials (Appel et al., 1997), demonstrated the effects of diet on decreasing hypertension.
The diet in this trial encouraged a high number of vegetables and fruits, which provide high
levels of potassium, magnesium, and fiber. The diet also consisted of low-fat dairy products, and
foods low in total and saturated fat, cholesterol, and approximately 3grams of salt per day. The
DASH diet was most effective on people with prehypertension to moderate hypertension, but it
also improved responses to hypertension medication in persons with more severe hypertension.
The results from this study were that the DASH diet lowered blood pressures in hypertensive
participants on average 11.4/ 5.5mm Hg (systolic/diastolic). The diet also lowered systolic
blood pressures in non-hypertensive participants on average 3.5/2.1mm Hg (systolic/diastolic).
The greatest difference was found between minorities 6.8/3.5mm Hg (systolic/diastolic) and nonminorities 3.0/2.0mm Hg (systolic/diastolic). Other findings from the diet included reduction in
weight and cholesterol (Appel et al., 1997).
The second DASH trial by this group, led to another reduction in the daily recommended
sodium allowance, and the name changed to the DASH eating plan (Sacks et al., 2001). The
DASH eating plan is a combination of the original DASH diet and another reduction of sodium
in the diet from 3 grams to 1,500- 2,400 milligrams per day (Sacks et al., 2001). This reduction
in sodium resulted in a decrease in hypertension in women, African Americans, and people over
45 years of age. The DASH eating plan and low sodium intake lowered systolic blood pressures
on average 11.5mm Hg for those with hypertension and 7.2mm Hg for those without
hypertension. The DASH eating plan (Sacks et al., 2001), demonstrated significant results in
African Americans; there was a decrease in systolic blood pressures by 12.6mm Hg versus
9.5mm Hg for other races. A decrease in sodium alone can reduce systolic blood pressure
2-8mm Hg (Sacks et al., 2001).
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The third study conducted by this group was the Premier study (Svetkey et al., 2003). It
was conducted on subjects in an uncontrolled setting comparing the combined effects of lifestyle
changes: exercise, weight loss, reduced sodium intake, and limited alcohol intake, with a healthy
diet or the DASH eating plan. The control in this study was the type of interventions the groups
received. The interventions were advice to make lifestyle changes and eating a healthy diet,
individual/group behavioral counseling and eating a healthy diet, or individual/group behavioral
counseling and following the DASH eating plan. Participants in each group demonstrated a
reduction in blood pressure by 5-10mmHg (Svetkey et al., 2003). The results from this study
encourages healthcare providers to educate their patients to implement the DASH eating plan
along with sodium reduction and other lifestyle modifications, as a way of life and not a short
term treatment (Svetkey et al., 2003). These land mark studies provided non-drug approaches for
controlling blood pressure.
Exercise. The impact of physical activity is associated with improving health in people of
all ages. Regular physical activity has many health benefits including decreasing the risk of
cardiovascular diseases, obesity, and diabetes. Exercise aids in weight control and is a key part
of weight loss. It increases muscle and bone strength, decreases body fat, and enhances
psychological well-being. Exercise is also beneficial in controlling and reducing hypertension.
According to research and recommendations from the CDC, it is suggested that people perform
moderately intense exercise 30 minutes a day, most days of the week. Some research has shown
that 30 minutes of exercise a day can lower systolic blood pressure 4-9 mm Hg (Centers for
Disease Control and Prevention National Institutes of Health, 2000a; Chobanian et al., 2003).
Education and promotion of exercise and other lifestyle changes in persons with hypertension are
an important part of a healthcare provider’s role.
African Americans Knowledge level about Hypertension and Lifestyle Modifications
The number of studies focusing on African Americans and their awareness, attitudes, and
knowledge level on hypertension and lifestyle modifications is increasing. Most of the research
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on hypertension for this population has been focused on examining the effects and behaviors of
older men and women (Okonofua et al., 2005). The mean age of the subjects in studies that
included younger African Americans ranged from 42 years and older (Carter-Edwards et al.,
2002; Graham et al., 2006; Martins et al., 2001; Oliveria et al., 2005). The outcomes from the
research were similar in that they revealed an increase in general hypertension knowledge and
that there is a gap in the knowledge level on the value of lifestyle modifications (Carter-Edwards
et al., 2002; Graham et al., 2006; Martins et al., 2001; Okonofua et al., 2005).
Knowledge level. The research has confirmed that there has been an increase in the
general knowledge of hypertension and its effects (Carter-Edwards et al., 2002; Graham et al.,
2006;Martins et al., 2001; Oliveria et al., 2005; Wilson et al., 2002 ), but there remains a lack of
awareness in the clinical normal systolic and diastolic blood pressures (cutpoints for stage 1
hypertension), and people not knowing their blood pressure values (Carter-Edwards et al., 2002;
Oliveria et al., 2005). According to the results from the studies conducted by Okonofua et al.
(2005) and Wilson et al. (2002), majority of African Americans stated that the only way to
control blood pressures was with medication, yet medication compliance is a problem. Some of
the barriers to medication compliance were cost of medications due to lack of insurance or
money. Carter-Edwards et al. (2002) found a negative correlation between positive attitudes
about health and hypertension knowledge and status. Martins et al. (2001) found in their study,
that the middle-aged group had more knowledge about hypertension than the younger and olderaged groups. Therefore it is important to examine hypertension knowledge in young African
American women.
Diet. There was a lack of knowledge about the value of lifestyle modifications (CarterEdwards et al., 2002; Horowitz et al., 2004). Participants were very knowledgeable about the
effects of smoking and alcohol, but their knowledge on diet varied. Most of the participants did
not know the daily recommendations and serving sizes for dietary sodium, fat, fruits, and
vegetables (Carter-Edwards et al., 2002; Horowitz et al., 2004). Some of the reported barriers to
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incorporating a healthy diet included the high cost of fresh fruits and vegetables, access to stores,
and cultural differences in cooking (Dietz, 2001). Afro-centric food was identified as being
central to social and family gatherings, and alternate substitutions to lower fat and sodium were
considered bland or tasteless (Carter-Edwards et al., 2002; Horowitz et al., 2004). African
American food and dietary habits are complicated, as its roots began with slavery when the foods
available were foods of low nutritional value. People who are economically disadvantaged may
not have a choice but to purchase what is available and what they are able to afford. These foods
usually are higher in sodium, have lower nutritional value, and are higher in fat (Centers for
Disease Control and Prevention National Institutes of Health, 2000a).
Exercise. African Americans demonstrated limited knowledge on the benefits of weight
loss and exercise (Carter-Edwards et al., 2002; Okonofua et al., 2005; Oliveria et al., 2005).
Populations with high sedentary rates are women, people with lower incomes levels, and lower
education levels, African Americans, Hispanics, and elderly (Centers for Disease Control and
Prevention National Institutes of Health, 2000b). Reported barriers to physical activity identified
by African Americans include lack of a safe environment in which to be active, and access to
convenient facilities (Bolton et al., 2003; Thanavaro, 2005).
Information Resources. Two of the studies assessed the participant’s sources of
information on hypertension (Okonofua et al., 2005; Wilson et al., 2002). Healthcare providers
were the main source followed by television (mass media), friends or family. A major part of a
healthcare providers care includes patient education. It is important that education on
hypertension and lifestyle changes is provided to patients who are at risk for and diagnosed with
prehypertension, as well as for those with stage 1 and stage 2 hypertension (American Heart
Association, 2003; Centers for Disease Control and Prevention National Institutes of Health,
2000a; Chobanian et al., 2005; Svetkey et al., 2003). Time spent during each office visit, to
ensure the patients understanding of lifestyle modifications, medications, and to answer
questions aids in not only building trusting relationships, but identifies areas in which knowledge
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is lacking (Mather, 2004; Svetkey et al., 2003)).
More research is needed about African Americans to identify knowledge deficits related
to hypertension, and to identify attitudes or beliefs associated with hypertension and lifestyle
modifications (Carter-Edwards et al., 2002; Graham et al., 2006; Martins et al., 2001; Okonofua
et al., 2005; Oliveria et al., 2005). This information can assist healthcare providers with
developing educational programs and interventions tailored towards African Americans.
Increased knowledge remains a prerequisite for change in health behavior. Interventions over
time can produce cognitive and affective changes that may result in long-term behavioral and
medical changes.
Summary
Hypertension is a major risk factor for heart disease, stroke, and kidney disease. Damage
from hypertension begins before a diagnosis is made, but with early detection and treatment its
effects can be reduced if not eliminated. Hypertension affects African Americans as a whole
more than any other group in the world and African American women are affected the most.
Studies have provided evidence that lifestyle modifications are important in reducing the effects
of hypertension. Although African Americans knowledge level on hypertension has increased,
there is still a need for education on the clinical norms for systolic and diastolic levels, and the
importance of lifestyle modifications.
In populations identified as at risk for hypertension, education about the disease, its
effects, and lifestyle modifications need to begin at an early age. Studies focusing on the young
adults, particularly African American women and their level of knowledge on hypertension and
health promoting behaviors are needed. The results from research on this group may provide
information on the amount and type of educational programs needed to increase health
promoting activities at an earlier age and decrease the incidence and improve the management of
hypertension.
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CHAPTER 3
Conceptual Framework
Overview
The conceptual framework used for this study will be the Health Promotion Model
developed by Nola Pender. The health promotion model assumes that people take an active role
in seeking to maintain healthy behaviors and change their environment context to support these
behaviors. This model was derived from the integration of constructs from the expectancy-value
theory, and the social cognitive theory (Pender, Murdaugh, & Parsons, 2002). The theoretical
propositions summarize that people will commit to performing behaviors in which they
anticipate will benefit them, based on their behavior specific cognitions, perceived barriers,
perceived competence, and emotions (Pender, Murdaugh, & Parsons, 2002; Peterson & Bredow,
2004).
The components of the health promotion model are individual characteristics and
experiences, behavior-specific cognitions and affect, and behavioral outcomes (Appendix A).
The individual characteristics and experience variables are personal factors such as, biological
and sociocultural information, and experiences are prior related behavioral habits. These directly
affect subsequent health behavior actions. Behavior-specific cognitions and affect variables are
perceived benefits of action, perceived barriers to action, perceived self-efficacy, activity related
affect, interpersonal influences, and situational influences. These variables are considered the
major motivational factors for commitment to action and performance of the behavioral
outcomes.
Engagement in the behavioral outcome begins after a commitment to a plan of action has
occurred. Immediate competing demands like family responsibilities or work, may influence or
interrupt the implementation of health promoting behaviors (Pender, Murdaugh, & Parsons,
2002; Peterson & Bredow, 2004). Health promoting behavior is defined as “behaviors or actions
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that people carry out with the intention of improving their health” (Peterson & Bredow, 2004 p.
288). Health promoting behavior is the outcome of the health promoting model (HPM).
Modified Framework
Pender’s Health Promotion Model (HPM) was chosen for this study for two reasons. The
first is that the HPM focuses on the relationship between individual’s characteristics,
experiences, behavior specific cognitions, and behavioral outcomes. The second is that the HPM
assumes that people take an active role in seeking to maintain healthy behaviors. In the HPM the
traditional variable for experiences is prior related behavior and the variables for the behaviorspecific cognitions and affect component are the person’s perceptions of barriers, benefits, selfefficacy, and influences on their behavior (Appendix A). In this study the experience variable
will be the person’s awareness of their blood pressure and maintaining it in a healthy range and
information resources. The individual characteristics variables will be personal factors such as
the person’s age, marital status, educational level, household income, and health insurance status.
The variable for behavior-specific cognitions will be the person’s general knowledge level on
hypertension (Figure 1). According to the Taber’s Cyclopedic Medical Dictionary (Thomas et
al., 1997), cognition is described as the mental process in which one gains knowledge. The
health promoting behavior variables in this study will be nutrition and physical activity. The
relationship between knowledge level on hypertension and health promoting behaviors in
African American women may be demonstrated by using the HPM.
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Figure 1.
Model of the Relationship between Knowledge of Hypertension in Young African
American Women and Health Promoting Behavior
(Based on Pender’s Health Promotion Model).
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Conceptual and Operational Definitions
Awareness. Awareness is defined as knowing one’s blood pressure reading and how to
maintain it within the recommended blood pressure range. Awareness will be measured using the
two questions. “I know my blood pressure numbers and how to maintain it in a healthy range”
(American Heart Association, 2006), one of ten questions on the American Heart Association
high blood pressure IQ quiz. The participant will be asked to write down their last known blood
pressure.
Behavioral Outcomes: Diet. The health promoting behaviors in this study will be diet and
exercise. The definitions for both are defined according to the defining dimensions of the health
promotion lifestyle (Walker & Hill-Polerecky, 1996). Diet or nutrition is knowingly selecting
and consuming proper foods that promote ones health, and well-being. It includes choosing
foods daily that are consistent with guidelines of the Food Guide Pyramid (Walker & HillPolerecky, 1996). This will be measured using the Health Promoting Lifestyle II (HPLP-II), a
52 item instrument containing six subscales that measure self-reported behaviors on health
responsibility, physical activity, nutrition, spiritual growth, interpersonal relations, and stress
management. Diet behaviors will be measured by nine items from the HPLP-II nutrition
subscale asking the respondents about their dietary choices. The responses are on a 4-point likert
scale ranging from 1 (never) to 4 (routinely).
Exercise. Physical activity or exercise involves regularly participating in light, moderate,
and/or vigorous activity. This activity may be a planned and monitored program for reasons of
fitness and health or a part of daily or leisure activities (Walker & Hill-Polerecky, 1996).
Exercise behaviors will be measured by eight items from the HPLP-II physical activity subscale
asking the respondents about their activity choices, duration, and intensity. The responses will
range on a 4-point likert scale ranging from 1 (never) to 4 (routinely).
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Information Resource. Information resource is defined as the mode they received the
information on health promoting behaviors and hypertension and will be operationalized by
asking the respondents to list the three places they received their information.
Knowledge. In this study the subject’s general knowledge level on high blood pressure
will be examined. Knowledge level is defined as “the mental process or faculty of knowing or
that which comes to be known” (American Heritage Dictionary, 1994), the general
understanding a person has about hypertension. Knowledge on hypertension will be measured
using the ten questions on the American Heart Association high blood pressure IQ quiz
(American Heart Association, 2006).
Personal Factors. Personal factors such as age, marital status, level of education,
household income, and insurance status will be included in this study. All of these will be
measured by using five single item questions.

20

CHAPTER 4
Methods
Research Design
This study will utilize a descriptive correlation design. Descriptive correlation design is
used “to describe the variables and examine the relationships between them” (Burns & Grove,
2005, p.734).

This type of design provides a means to gain information about the

characteristics of the subjects or variables, the frequency in which the phenomena occurs, and
describe the strength or direction of the relationship between the variables (Brink & Wood,
2001). The purpose of this study is to describe the information resources and knowledge level
that African American women have on hypertension, their health promoting behaviors, and
examine the relationship between their personal factors, information resources, knowledge of
hypertension, and their health promoting behaviors (diet and exercise).
The strengths of utilizing a descriptive design is that it is effective for describing or
obtaining information on personal factors, information resources, awareness, knowledge of
hypertension and health promoting behaviors and for collecting large amounts of data about the
phenomenon. The credibility of the responses is greater as they are obtained directly from the
sample population.
Sampling
The sampling design used will be a nonprobability convenience sample. The advantage
of using a convenience sample is that it is inexpensive and the subjects are easily accessible. In
this study a large number of subjects will be needed, and a convenience sample will be feasible
to obtain the number of participants fitting the criteria.
Inclusion/Exclusion Criteria. The subjects targeted for this study are African American
women, 18 – 30 years of age, who live in southeastern Michigan, who are able to give informed
consent, and complete the questionnaire. The subjects in the sample will be recruited from local
churches, beauty shops, and community centers. A sample size of 30 respondents will be
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obtained for data analysis of correlations.
Instruments
The instruments that will be utilized are a demographic questionnaire, High Blood
Pressure IQ Quiz (American Heart Association, 2006), and the Health Promoting Lifestyle
Profile II (HPLP-II) (S. Walker, K Sechrist, & N Pender, 1995). Permission to use the
instruments has been granted from the American Heart Association and Dr. S. Walker
(Appendices B and C). The demographic questionnaire was developed by the researcher as well
as the two questions at the end of the High Blood Pressure IQ Quiz (Appendix D and E2). One
question developed is to measure the subject’s awareness by asking them to write their last
known blood pressure. Another question developed by the researcher will measure the subject’s
information resources by asking the respondents to list three places they received their
information. The frequency of the responses for information resources and the percentage of
respondents knowing their last blood pressure will be calculated.
Personal Factors. Personal factors will be measured by four questions related to the
subject’s age, marital status, education, socioeconomic, and health insurance status (Appendix
D). These questions were developed to obtain personal information on the respondents. The
questions will be located at the beginning of the questionnaire. The respondent will be asked to
circle their response. The mean age and the frequency of each response will be calculated.
Knowledge. Knowledge and awareness will be measured by the high blood pressure IQ
quiz developed by the American Heart Association in 2006 (Appendix E1). It is a multiple
choice quiz that is available on the American Heart Associations website. Awareness will also be
measured using the question “I know my blood pressure numbers and how to maintain it in a
healthy range” (American Heart Association, 2006). The High Blood Pressure IQ Quiz will be
provided as a paper and pencil questionnaire. The responses to the 10 questions will contain 4 to
6 choices. The method for calculating the scores for the Blood Pressure IQ Quiz will be the
frequency or percentage each answer was chosen, the percentage of correct answers, the
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frequency of their yes or no selections, and the blood pressure reading they fill in if known. The
correct answer and information on the topics are available on the American Heart Association
web site and this web site address will be given to the participants.
Reliability and Validity. According to the American Heart Association, reliability and
validity have not been tested on the high blood pressure IQ quiz, as they are not collecting
information on the data and use the quiz as a way to provide high blood pressure information.
For this study content validity will be established through the use of literature review.
HPLP-II. Diet and exercise will be measured by two subscales of the HPLP-II. The
original Health Promoting Lifestyle Profile instrument was developed by Walker, Sechrist, and
Pender in 1987 and was used to measure health-promoting behaviors. It was revised in 1995 and
renamed the Health Promoting Lifestyle Profile II (HPLP-II) (Appendix F). The 52 item
instrument contains six subscales to measure self-reported behaviors on health responsibility,
physical activity, nutrition, spiritual growth, interpersonal relations, and stress management. The
response scale is a 4-point likert, with responses ranging from 1 (never) to 4 (routinely). The
instrument is appropriate to use with Pender’s health promotion model (S, Walker, personal
communication, June 9, 2006). The instrument is a paper pencil questionnaire. The statements
are about the respondent’s present personal habits and they are to circle the frequency in which
they engage in the behavior. The Lifestyle Profile questionnaire nutrition and diet subscales will
be scored by calculating the mean of the responses to the subscale items.
Reliability. Tests for validity and reliability have been completed on the HPLP-II
instrument (Walker & Hill-Polerecky, 1996). Reliability of the instrument was tested in two
ways. Test retest reliability was used and the coefficient for stability of the total score was .89.
The alpha coefficient on the total score for internal consistency was .94. The alpha coefficients
for each of the subscales ranged from .79 to .87 (Walker & Hill-Polerecky, 1996). For this
study, internal consistency of the subscales will be conducted again once the data are collected.
Validity. According to Walker & Hill-Polerecky (1996), content validity was established
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through evaluation of the statements by experts and review of literature. Construct validity was
supported by factor analysis that confirmed a six-dimensional structure of health-promoting
lifestyle, by convergence with the personal Lifestyle Questionnaire (r=.678), and by a nonsignificant correlation with social desirability (Walker & Hill-Polerecky, 1996, Abstract).
Data Collection
Potential subjects will be approached at local churches, hair salons, and community
centers by the principal investigator. The subject’s eligibility will be verified and an informed
consent letter introducing the investigator and the purpose of the study will be given to them at
that time. Informed consent will be obtained before the questionnaire will be given to the
participants. The paper and pencil questionnaire will contain 68 questions pertaining to the
respondent’s personal factors, hypertension knowledge, resources of information, and health
promoting behaviors (diet and exercise). The responses will be in the form of multiple choice
and a 4-point likert scale, and it will take approximately 20 minutes to complete. The researcher
will be available to answer any questions the participant may have, read questions to the
participant and record the answers if needed. If the participant is unable to complete the
questionnaire and wishes to take it home, they will be provided with a stamped self-addressed
envelope to return the questionnaire to the investigator.
Ethical Components of the Research
The Proposal will be reviewed by the Human Subject Review Committee at Eastern
Michigan University. The informed consent form will be given to each person that is
approached for the study. Participation will be strictly voluntary and the subjects will have the
right to withdraw from the study or refuse to answer any questions on the questionnaire at any
time. The potential for physical, psychosocial, and social harm to the participant is minimal as
this study only involves the administration of a questionnaire (Appendix G).
Confidentiality will be maintained at all times as the data will be coded and names will
not be used. All information pertaining to the study will be kept in a locked file cabinet in a
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secure environment for a minimum of two years and may then be destroyed. The only person
with access to the secured room and locked file cabinet will be the researcher. The raw data will
be shared with the researcher’s committee chair, and co-chair.
Data Analysis
The information will be coded and entered into the statistical package for the social
sciences (SPSS) software program. The data will be double checked for accuracy, and the SPSS
program will be used for calculating the results for this study. The measures of central tendency
will be used in answering the first research question; to describe the information resources, level
of knowledge on hypertension, and health promoting behaviors (Diet and Exercise) of African
American women. The frequency will be obtained for the personal factors, marital status,
education level, and health insurance. The mean age and median household income will be
calculated. The frequency and percentage of each answer will be calculated for the blood
pressure knowledge IQ quiz, and the mean of the HPLP-II nutrition and physical activity
subscales will be calculated. Values from these analyses will be used to describe the information
resources, level of knowledge on hypertension, and health promoting behaviors.
The second research question is to describe the relationship between knowledge level of
African American women and their health promoting behaviors (diet and exercise). Correlational
analysis will be performed to determine if there is a relationship between the variables, and to
describe the strength, and direction of the relationship. Pearson’s correlation and the chi-square
test will be used in this study. The relationships examined will be between knowledge level on
hypertension and health promoting behaviors (diet and exercise), and the relationship between
information resources, personal factors, and health promoting behaviors (diet and exercise). This
study is to examine if there is a relationship between these variables and what the direction and
strength is of that relationship.
Limitations
The possible limitations of this study are in the sample design, convenience sampling,
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and the study design, which will be descriptive. The weakness of a convenience sample is that it
does not represent the population as a whole and provides little opportunity to control biases, as
it is a nonexperimental design. Possible biases are selection bias, as the subjects are volunteers
and not randomly selected, and the possibility that respondents may answer questions in a way
that they feel is socially correct or expected.
A weakness of a descriptive study design is that all related variables may not be
addressed. The focus of this study is on the level of knowledge, information resources, and
health promoting behaviors (diet and exercise), it does not address if the person has
hypertension, is being treated for hypertension, their alcohol intake or smoking habits, or if they
are obese. The primary threat to internal validity in a descriptive design is that it lacks causation.
Descriptive studies examine the relationships between the variables, not the cause.
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CHAPTER 5
RESULTS
Sample Characteristics
A total of 34 surveys were handed out and 31 participants returned their survey. The
ages of participants ranged from 18 to 30, with the mean age being 22.8 (n=28). One participant
did not complete the demographic data and two others did not fill in their age. Majority of the
respondents (77%) were single and had never been married, 63% stated their household income
was less than $30,000 a year, 50% had completed some college, and 73% had health insurance
(see table 1).
Information Resources, Hypertension Knowledge, and Health Promoting Behaviors
The first research question was to describe the information resources, level of knowledge
on hypertension and health promoting behaviors (diet and exercise) of African American
Women. A total 26 participants identified their source of information on hypertension, diet and
exercise. The top four information sources listed were from doctors (22.9%), family (16.2%),
television (12.2%) and school (10.8%). Nurses (8.1%) and Nurse Practitioners (4.1%) were
infrequently listed (see figure 2).
Hypertension knowledge was measured using the scores from the high blood pressure IQ
Quiz (HBP score) which contained nine multiple choice questions, and was developed by the
American Heart Association in 2006 (Appendix E1). Out of nine questions, the number of
correct answers on the quiz ranged form three (6.5%) to eight (19%) with an average score of
69.5% (mean of 6.26). Three of the most frequently missed questions were #1 what is the most
desirable blood pressure (46.7% missed), # 2 the main cause of high blood pressure (92%
missed), and #8 identifying what was most dangerous for people with high blood pressure
(41.3% missed). Only 44.8% stated they knew their blood pressures and how to maintain it in a
healthy range.
Health promoting behaviors were measured using two subscales (diet and exercise) on

27

the Health Promoting Lifestyle Profile II (HPLP-II). Items were scored as never (N) =1,
Sometimes (S) =2, Often (O) =3, and Routinely (R) =4. The score for the overall health
promoting lifestyle and its subscales was obtained by calculating the mean of the individuals’
responses. The mean for the diet subscale was 2.37 and the exercise subscale was 2.06.
Knowledge level and health promoting behaviors
The Second research question was to describe the relationship between the hypertension
knowledge score of African American women and their health promoting behaviors (diet and
exercise). Pearson’s r correlation coefficient was calculated to determine these relationships.
There was no significant correlation between the women’s hypertension knowledge score and
their health promoting diet behavior (r = -.060) or between hypertension knowledge and the
exercise behavior (r =.199). Within the exercise subscale there was a moderately weak
correlation (r =.375, p<0.05) between the hypertension knowledge score and following a planned
exercise program.
Other Findings
Pearson’s r correlation coefficient was calculated to determine the relationship between
the participant’s age and the hypertension knowledge scores. A moderate correlation (r =.412,
p<0.05) was found with increasing years in age and hypertension knowledge scores. No
significant correlation was found between the participant’s age and diet or exercise. Although the
overall HPLP-II mean was 2.59, showing that these participants frequently performed some
health promoting behaviors, the Pearson’s r correlation coefficient between the overall HPLP-II
and age was not significant (r = -.092).
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Table 1
Demographics Data of Sample (N=31)
_____________________________________________________________
Variables
Frequency (n)
Percent (%)
_____________________________________________________________
Household Income

Highest Level of
Education

Marital Status

Health Insurance

Less than $15,000

10

33.3

$15,001-$30,000

9

30

$30,001-$50,000

7

23.3

$50,001-$70.000

2

6.7

$70,001 or more

2

6.7

High School

10

33.3

Some College

15

50

College Degree

5

16.7

Currently Married

2

6.7

Not married, living with a
partner

5

16.7

Single and have never been
married

23

76.7

Yes

22

73.3

No

8

26.7
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Figure 2
Sources of Information on Blood Pressure, Diet, and Exercise
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CHAPTER 6
Discussion
Information Resources
One of the purposes of the study was to describe the information resources, level of
knowledge on hypertension, and health promoting behaviors (diet and exercise) of young
African American women. The results from this study revealed that doctors (22.9%), family
members (16.2%), television (12.2%), schools (10.8%), and magazines (10.8%) were the main
sources of information about hypertension and health promoting behaviors for young African
American women. These findings were similar to the results from the Knowledge of Diet and
Blood Pressure Study (KDBP) in which the top five sources of information were doctors
(40.2%), food nutrition labels (38%), television news (37.4%), family members (34.6%) and
books (30.2%) (Carter-Edwards et al., 2002). In another study about hypertension, African
Americans indicated that they obtained information about hypertension mostly from the
television (Okonofua et al., 2005). Nurses were not identified as one of the major sources of
information in the previous studies (Carter-Edwards et al., 2002; Okonofua et al., 2005). In the
current study Nurses (8.1%) were infrequently identified as an information resource. This may
be due to the fact that at most doctors’ offices medical assistants (techs) perform the admission
procedures and the patients are then seen by the doctor. Nurses have little if any interaction with
patients at office visits.
Knowledge Level
The High Blood Pressure IQ Quiz was used to measure hypertension knowledge and the
group in this study scored an average of 70%. This study found a moderate correlation (r=.412,
p<.05) between increasing years in age and hypertension knowledge. In the Knowledge of Diet
and Blood Pressure Study it was found that their sample had a relatively high awareness about
general high blood pressure prevention and nutrition related information, and that the older
participants were less knowledgeable than the younger participants (Carter-Edwards et. al, 2002).
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In another study on high blood pressure knowledge the researchers found that the participants
had a high level knowledge about hypertension and that the middle-aged participants were more
knowledgeable than the younger and older participants (Martins et. al, 2001).
The results from the current study revealed that the majority of the participants (93%) did
not know the main cause of hypertension, 46.7% did not know what the most desirable blood
pressure was, and that only 44.8% knew what their blood pressure was and how to maintain it in
a healthy range. In another study about hypertension knowledge only 65% of the hypertensive
patients reported they had been told their optimal blood pressure reading and approximately half
of the participants reported they had been told that it was important to keep their systolic and
diastolic numbers under control (Oliveria et al., 2004). Nurses can play a significant role in
helping patients achieve and maintain healthy blood pressures by providing patient education
regarding what the patients target blood pressure should be, the importance of lifestyle
modifications, and the importance of adhering to a blood pressure treatment plan (Mather, 2004;
Svetkey et al. 2003).
Knowledge Level and Health Promotion Behaviors
The second purpose of this study was to determine if there was a relationship between the
knowledge level of African American women and their health promoting behaviors (diet and
exercise). The results from the current study revealed that there was not a significant relationship
between the hypertension knowledge level of African American women and their health
promoting behaviors (diet and exercise). A similar study about hypertension knowledge also
found that there was no association between nutrition and blood pressure related knowledge
(Carter-Edwards et al., 2002). In the current study, the mean score on the HPLP-II subscale for
diet was 2.37 and for exercise 2.06. These results show that this group does not routinely
participate in health promoting behaviors (diet and exercise). In a previous study about blood
pressure knowledge and diet 73.2% of the study participants reported that they engaged in
exercise or sporting activities; the mean body mass index (BMI) for the study population was
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29.8 (over weight); 28% reported that they added salt to their meal prior to tasting it, and 36.6%
reported that they added salt to their food while cooking (Carter-Edwards et al., 2002).
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CHAPTER 7
Conclusion
Conclusion
The purpose of this study was to explore the information resources, level of knowledge
on hypertension, and health promoting behaviors (diet and exercise) of young African American
women 18-30 years old in a Midwestern community setting, and to determine whether there was
a relationship between their knowledge level and health promoting behaviors (diet and exercise).
The study consisted of 31 participants (N=31). The data for this study was collected using a
demographic questionnaire, High Blood Pressure IQ Quiz, and the Health Promoting Lifestyle
Profile II (HPLP-II) (American Heart Association, 2006; Walker & Hill-Polerecky, 1996).
The participants reported they received majority of their information about hypertension
and health promoting behaviors from doctors (22.9%), family (16.2%), television (12.2%), and
schools (10.8%). Nurses (8.1%) were infrequently reported as an information resource. The
participants scored an average of 70% on the High Blood Pressure IQ Quiz (American Heart
Association, 2006). The results from the High Blood Pressure IQ Quiz revealed that majority of
the respondents (93%) did not know the main cause of hypertension, 46.7% did not know what a
desirable blood pressure was and only 44.8% knew their blood pressure and how to keep it in a
healthy range (American Heart Association, 2006).
The means from the subscales diet (2.37) and exercise (2.06) were obtained from the
Health Promoting Lifestyle Profile II (HPLP-II) (Walker & Hill-Polerecky, 1996). The scores
from these subscales demonstrated that this group did not routinely participate in healthy diet and
exercise activities. Although there was not a significant positive correlation between knowledge
level about hypertension and health promoting behaviors diet (r = -.060) and exercise (r =.199),
there was a moderate correlation (r=.412) between increasing years in age and hypertension
knowledge. The implication from this study is that further research is needed to determine the
variables affecting hypertension knowledge and health promoting behaviors.
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Implications for clinical practice
All nurses have a responsibility to provide patient education and promote healthy lifestyle behavior. Perhaps by increasing the number of nurses in doctors’ offices, or their
interactions with patients, would provide the opportunity for nurses to assess and provide
hypertension education to patients. According to Mather (2004) and Svetkey et al. (2003),
during each office visit time should be spent with the patient to ensure their understanding of
lifestyle modifications, medications, and to answer their questions. By placing an emphasis on
providing hypertension and health promotion education to younger women in populations at risk,
the prevalence rate may decrease as they age and proper lifestyle modifications may be adopted.
Limitations
One of the limitations of this study was that the results cannot be generalized. This was a
convenience sample and may not represent young African American women outside of the Ann
Arbor Ypsilanti area. This study was also limited by the small sample size (N=31) and because it
was a descriptive correlation study, all of the related variables may not have been captured.
Recommendations for Further Research
Further research on understanding how to improve hypertension knowledge and increase
health promoting behaviors, diet and exercise, in young African American women is needed. The
use of questionnaires may not capture where or what the deficits in hypertension and healthy
lifestyle knowledge are or what type and how much education is needed. It would be useful in
the future to perform a qualitative study to capture an essence of what hypertension means and
what are the diet and exercising behaviors of young African American women.
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Appendix A
Health Promotion Model (revised)
Individual
Characteristics
and Experiences

Behavior-Specific
Cognitions
and Affects

Behavior
Outcome

Perceived
benefits

Prior
related
behavior

Personal
factors

Perceived
Barriers to
action

Immediate
competing
demands

Perceived
Self-efficacy
Activity-related
affect
Interpersonal
influences

Commitment
to a
Plan of action

Health
Promoting
behavior

Situational
influences

_____________________________________________________________________________
From “Health Promotion in Nursing Practice”, by N. J. Pender, C. L. Murdaugh, and M. A.
Parson, p. 60. Copyright 2002 by Pearson Education Inc., Upper Saddle River, New Jersey.
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